did not now lay particular stress on the preservation of the middle turbinate. He (the speaker) did not think that the internal operation could be applicable to all cases because of the varying anatomical configuration of the fronto-nasal duct. In those cases where the frontal sinus was developed from the third frontal groove in the frontal recess, the fronto-nasal duct was placed external to the infundibulum and opened into it obliquely. He had seen specimens where the fronto-nasal duct had been going down external to the whole ethmoid labyrinth, and it could not be safe to approach these by the internal method. The operation certainly had a great future, but he agreed with Dr. McKenzie that it would be necessary to choose with care the patients for submission to it. As regards his own procedure, he had not as yet been courageous enough to use the burr or raspatory to remove the nasal crest, but had followed Mosher's procedure and worked rather from behind forward. He thought that this gave a better approach to the ethmoid than the anterior method, as in the latter, unless agger cells were present, one was apt to come up against the ascending process of the superior maxilla, and did not readily enter the ethmoid labyrinth, and to enter the frontal sinus one must often burr off the nlasal crest. By going in farther up one was more liable to enter the ethmoid labyrinth, and so get at the fronto-nasal duct. He thought that one reason the operation was so successful was that in approaching the frontal sinus coexisting ethmoiditis had to be dealt with.
Mr. XW. STUART-Low said he had listened with great interest and instruction to the addresses and demonstrations. He agreed with Mr. Tilley that whether this operation was accepted by surgeons or not largely turned on the anatomy. In studying for the Fellowship of the College of Surgeons one must understand the vagaries of bloodvessels, but, in the future, if such operations as those here suggested ever became common, all candidates for this distinction would have to be familiar with all irregularities of the bony cells of the nasal labyrinth. On the score of anatomy alone he had no hesitation in rejecting such procedure as this operation as unsurgical; it was impossible to know the exact anatomy, and the variations of these parts were so great that to do as suggested and push burrs and bougies about in this region was, in his opinion, reprehensible. He had shown many successful cases at this Society where a combined operation had been performed, the intranasal preparation for the Ogston's external method first being done, the middle turbinal being entirely removed, and thus free drainage from below established as a preliminary to the Ogston operation. By the external operation every step could be observed and the sinus thoroughly cleared of polypi, and a thickened pyogenic lining scraped away. He agreed with Dr. Peters in considering that it would be impossible to remove polypi through a small opening into the nose from below, as suggested in this new method. The new operation reminded him of the now extinct operation, vaginal hysterectomry, which was the cause of so many deaths before it was given up. He would not adopt what he would characterize as blindfold surgery.
Dr. CATHCART considered the present meeting an epoch-making one in the Society, as it was held for the discussion of an operation, which had been done a good deal on the Continent and in America, and of which the pioneers in this country were Dr. Watson-Williams and Mr. Tilley. As a rule, a new method of operation is suggested in order to obviate the dangers of the old one, and it must be remenmbered that the introducers of this discussion were also pioneers of the old operation; hence it was not likely they would take up with the new, the intranasal, operation unless they felt there was less danger from it than from the old one. The attitude of Dr. Dan McKenzie was well illustrated in the seventeenth century, when in Paris there was a celebrated friar who cut for stone so successfully that the Paris surgeons had him educated in anatomy. This taught him the dangerous region he had cut into, with the result that he was afraid to operate again. If operators were only to have in mind all the supposed dangers, no new operation would be devised or done. He had seen Dr. Watson-Willianms operate, and what struck him was that the operation was done by the feel of the end of the forceps. In fact, in one case the septum was so deflected that it was not possible to see the middle turbinate bone. In the olden days the operation on the maxillary antrum was always done from the outside, because it was said the operator must see what was going on. It was now far more often done from the inside, and the success was no less great. The chief point to be emphasized was that each one, before trying the intranasal operation, should practise it on the cadaver. Anatonaical variations were as likely to be met with in the intranasal as in the extranasal operation.
